INTRODUCTION
The Acquired Immune Deficiency Syndrome (AIDS) was first described in 19811-3 and was soon recognised to be behaving as an infectious disease which particularly affected homosexual or bisexual men, intravenous drug misusers, people from central Africa and haemophiliacs. These categories of persons became known as "high -risk groups" for development of the disease. The cause of the syndrome is now commonly accepted to be human immunodeficiency virus (HIV), first described in 1983. 4 The pattern of the HIV epidemic has differed from country to country5 and even from city to city6,7 within a particular country. These differing emerging patterns seem to depend on local epidemiological factors specific to each area. We describe the emergence of HIV infection in Northern Ireland, and we examine the pattern of disease that develops and the management of patients.
METHODS
The data was collected from the records of the Genitourinary Medicine Departments of hospitals in Northern Ireland. Other sources were the Regional Virus Laboratory, the Northern Ireland Haemophilia Service and the Northern Ireland Blood Transfusion Service. (Table IV) . Category 1 was only recognised in 198512 and was at first thought to be an unusual event, although it has now been recognised in over 50% of cases in some series.'3 Common manifestations are fever, sore throat, lymphadenopathy, macular rash (especially involving the trunk), arthralgia, myalgia and headaches. 13, 14 This illness usually occurs within a few weeks of infection and predates the seroconversion of the HIV antibody test. It has been suggested that the more severe and prolonged this acute illness the worse is the prognosis, with a more rapid decline in T helper cells and onset of late HIV disease. 13 We have not observed this illness as yet in any of our patients, although retrospectively several reported prior illnesses which would have fitted. One patient had been referred to a medical outpatient department with this illness, but not surprisingly at that time the diagnosis was not made; this is an illness which medical practitioners need to be aware of today. (Group IV) is often marked by constitutional symptoms of malaise, indolent fever, profuse night sweats, loss of appetite, persistent diarrhoea and mucocutaneous manifestations which include ichthyosis, seborrhoeic dermatitis and deterioration or re-emergence of disorders such as fungal infections (often atypical), acne, psoriasis and eczema. These conditions are by no means specific. More suspicious disorders are recurrent and persistent herpetic infections especially perianal disease in homosexual/bisexual males. Herpes zoster which is more severe than usual, often multidermal or even bilateral and which responds poorly to treatment, facial molluscum contagiosum in adults, oral candidiasis and hairy leukoplakia16 (a condition said to be specific to HIV infected persons appearing as white plaquelike lesions on the lateral borders of the tongue) are all suspicious. We have seen each of these conditions in our patients except for psoriasis. Some patients had consulted general practitioners, hospital doctors and dentists with many of these problems, sometimes for longer than two years before being diagnosed as HIV positive, so it is necessary today for all medical disciplines to have a high level of awareness of the possible significance of such disorders. AIDS indicator diseases which led to a classification of AIDS17 for the 21 cases we have managed are shown in Table V 
Prognosis
Predicting the prognosis for people with HIV disease using laboratory markers has been the subject of intensive research since the disease was first described. A recent study by Fahey et al l9 looked at eight parameters, and concluded that the most useful laboratory markers were the total T4 lymphocyte count, serum beta-2-microglobulin and serum neopterin. Of these three laboratory markers only serial T4 lymphocyte counts have been carried out routinely on HIV positive patients by the genitourinary medical services. Some authors have noted that a T cell count level less than 200 x 106/1 at the time of presentation is highly predictive of development of an AIDS indicator disease. '5,20 In 30 patients followed up in the genitourinary medicine clinic this parameter gave a good indication of the likely development of AIDS within a 24 month follow-up (p = 0 0011 Fisher's exact probability test). Nineteen were not evaluated as they either presented to us with AIDS (8), have been lost to follow-up (5), or were temporary visitors to Northern Ireland and were not assessed (6) . (Table VI) . Use of such markers is of value today along with the clinical state of the patient, as they allow the clinician to make logical decisions on the introduction of antiviral and prophylactic therapy. 
